Although schistosomiasis is one of the most prevalent parasitic diseases worldwide, the infection frequently being found in migrants and travelers, its recognition in Italy may be delayed as patients may either present symptoms or be asymptomatic, especially with regard to localization in the bladder, in a similar way to other infectious diseases. We report a case of urinary schistosomiasis in a young African male with persistent hematuria which did not respond to antibiotic treatment administered on suspicion of a urinary bacterial infection. The present case indicates that urinary schistosomiasis should be ruled out, especially in those patients presenting symptoms and coming from areas known to be endemic for helminthiasis. Finally, bladder polyps must be ruled out in cases of migrants with unexplained urinary inflammation associated either with or without hematuria.
Introduction
Although schistosomiasis is one of the most prevalent parasitic diseases worldwide, the infection frequently being found in travelers and migrants, its recognition may be delayed as patients may either be asymptomatic 1 or present symptoms, especially with regard to localization in the bladder, in a similar way to other infectious diseases. 1 The European Network for Tropical Medicine and Travel Health carried out a sentinel surveillance study on imported schistosomiasis between 1997 and 2010; in summary: of the 1,465 cases of imported schistosomiasis, direct pathogen detection and serology were the main diagnostic tools applied: one-third of the cases were identified among European travelers, and one half among non-European travelers. Almost all the infections were acquired in Africa and Schistosoma mansoni was identified in 39% of the cases, whereas Schistosoma haematobium was found in 22% and about 60% of the patients presented symptoms. Acute symptoms were reported in 27% of patients leading to earlier presentation within 3 months. 1 Clinical presentation is sometimes challenging, especially in its early phases when clinical signs and symptoms are poor and overlap with other diseases. For this reason we believe that the case we present is worth reporting.
Case Report
A 28 year-old male was admitted to our Emergency Room for a two-month duration hematuria which was occasionally associated with abdominal pain localized in the lower abdomen; he presented no fever. The patient was born and lived in Mali and his past medical history was negative. Due to the presence of hematuria, he was treated with antibiotics on suspicion of a urinary tract infection, but with no benefit. On admission to the Emergency Room, a physical examination was unremarkable: there were no alterations either to the cardiopulmonary system or to the abdomen. He was afebrile, his arterial blood pressure was 110/70 mmHg and he had normal oxygen saturation. Blood tests showed an increase in white blood cells (12.140 mmc), an increase in eosinophils (1120/mmc) and serum concentrations of total IgE (4115 IU/mL, upper reference value 180). C-reactive protein was normal as were renal and liver functions. In the urine sediment there were found relatively large ova, measuring from 110 mm to 170 mm in length and from 40 mm to 70 mm in width with an elongated ellipsoid shape and a prominent terminal spine. Transabdominal ultrasonography showed no alterations to the liver, spleen, pancreas or kidneys; the bladder showed irregularly thickened walls and two hyperecogenic lesions projecting into the lumen, the first of 1.4 cm in size localized in the left bladder wall and the second in the posterior bladder wall ( Figures 1 and 2) ; these lesions were avascular to the colorDoppler study. The patient underwent cystoscopy which showed the presence of multiple red and yellow colored solid tumors protruding into the lumen of the bladder ( Figure 3 ) and a stenosis of the left ureter which was treated endoscopically with mechanical dilation by using balloon dilation. Multiple resections of the bladder wall were carried out during the examination and biopsies were also performed; the histology was compatible with Schistosoma Haematobium (Figure 4) . In fact, Schistosoma Haematobium has terminal spines whereas Schistosoma Mansoni has lateral spines and Schistosoma Japonicum has no spines at all or small inconspicuous subterminal spines. The search for other parasites in the patient's feces was carried out and was negative. The patient was treated with praziquantel at a dosage of 2400 mg per day for three consecutive days. After one week he was discharged from our hospital in good health with normal urine.
Discussion
Schistosomiasis is a disease caused by blood trematodes. It has been estimated that 200-300 million people in more than 70 countries are affected by this disease and a further 500-600 million are exposed to the risk of infection: more than 66.5 million people were reported to have been treated for schistosomiasis in 2015.
2 It is primarily a rural disease affecting agricultural communities and fishermen. There are three important species which affect man: Schistosoma mansoni causes intestinal schistosomiasis and occurs in Africa, Brazil, Venezuela, Madagascar, the Arabian peninsula, the West Indies and Surinam; Schistosoma haematobium causes urinary schistosomiasis and occurs in Africa and the Middle East; Schistosoma japonicum causes intestinal schistosomiasis and occurs in China, Indonesia and the Philippines. The remaining two species infecting humans are Schistosoma intercalatum found in West and Central Africa and Schistosoma mekongi found in the Mekong River Basin. following skin penetration, results in a maculo-papular rash which can last 36 hours or more. The mature flukes of S. haematobium migrate to the veins surrounding the bladder. After mating, the eggs are laid in the venules of the bladder and many penetrate through the mucosa, enter the lumen of the bladder and are excreted in the urine accompanied by blood. Thus haematuria, as in the case we have reported, and proteinuria are characteristic, though not invariable features of urinary schistosomiasis.
In the chronic infection disease, eggs become trapped in the bladder wall resulting in the formation of granulomata and these alterations can be assessed by ultrasonography. 3 Following prolonged infection, the ureters may become obstructed in which case the bladder becomes thickened resulting in abnormal bladder function, urinary infection and kidney damage. 4 Chronic urinary schistosomiasis is sometimes associated with squamous cell bladder cancer and this possibility should be taken into consideration especially when symptoms are of long lasting duration even if the importance of various mechanisms responsible for this association remain unclear.
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Conclusions
In conclusion, our case indicates that bladder polyps due to urinary schistosomiasis should be ruled out, especially in those patients who are symptomatic and come from areas known to be endemic for helminthiasis and there is the need for careful investigations in patients coming from countries in which the infection is endemic. 
